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INITIAL COMMENTS

This visit was for a Post Survey Revisit (PSR) to
the State Residential Licensure Survey completed
on October 13, 2011. This included the PSR to
Complaint INO0098248.

Complaint INO0098248-Corrected.

Survey dates:
December 21, 2011

005729
005729
N/A

Facility number:
Provider number:
AIM number:

Survey team:

Diana Zgonc, RN TC
Connie Landman, RN
Courtney Hamilton, RN
Christi Davidson, RN

Census bed type:
Residential: 49
Total: 49

Census payor type:
Other: 49
Total: 49
Sample: N/A

CrownPointe of Indianapolis was found to be in
compliance with 410 IAC 16.2 in regard to the

PSR to the State Residential Licensure Survey
and the PSR to Complaint INO0098248.

Quality review completed on December 22, 2011
by Bev Faulkner, RN

{R 000}

Indiana State Department of Health

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

(X6) DATE

STATE FORM

6009 MVH612

If continuation sheet 1 of 1




